Background
Introduction
Rikkunshito is a traditional Japanese medicine (called Kampo) in Japan. It is approved for medical use by the Japanese Ministry of Health and Welfare and has been reported to show efficacy for treating upper gastrointestinal disorders, such as functional dyspepsia [1, 2] and gastroesophageal reflux [3, 4] , in multicenter double blind trials. A Kampo formulation is a combined extract of crude drugs and contains various components. For this reason, it has been generally recognized as complex for the mechanism of action to be linked to any particular active ingredient in a Kampo formulation. Mechanistic and pharmacokinetic studies of Kampo drugs have mainly progressed on the basis of recent basic studies [5] [6] [7] [8] . Rikkunshito is an oral formulation that has already been used widely in clinical settings; therefore, it is important to understand the pharmacokinetics of its active ingredients.
Ghrelin is the sole peripheral hormone [9] that triggers appetite increase. Other functions of ghrelin, such as promoting growth hormone secretion and digestive tract functions, have also been found [10] [11] [12] . Ghrelin, which is produced mainly by X/A-like cells that reside in the gastric mucous membrane, binds to the ghrelin receptor (GHS-R) localized in vagus nerve endings and transmits a feed-promoting signal to the central nerves. A small amount of ghrelin is also produced in the central nervous system and other regions [9, 13] . In recent years, it has been discovered that stimulation of serotonin receptors, the 5-hydroxytryptamine (5-HT) 2B receptor (5-HT 2B R) and 2C receptor (5-HT 2C R), plays an important role in regulating ghrelin secretion in the stomach and hypothalamus [14, 15] . Rikkunshito and its ingredients promote ghrelin secretion by their antagonistic actions toward 5-HT 2B R and 5-HT 2C R [14, 16] . Owing to this research, GHS-R signal potentiation [1] or suppression of ghrelin metabolism [17] by the action of rikkunshito and its ingredients has become clear ( Table 1) . Understanding of the postadministration pharmacokinetics of active ingredients is critical to evaluate the efficacy and safety of rikkunshito. However, no pharmacokinetic study has determined whether active ingredients of rikkunshito, known as ghrelin enhancers, can be absorbed and reach the site of pharmacological action. Therefore, the contribution of these ingredients to the efficacy of rikkunshito is not completely understood.
Although some previous reports are available on blood pharmacokinetics of the Citri unshiu pericarpium-derived ingredient naringenin and Glycyrrhizae radix-derived GA, blood orange juice [18] , diammonium glycyrrhizinate capsules, or aforementioned compounds as single agents were administered in these studies [19, 20] , and thus, the blood kinetics of individual ingredients after the administration of rikkunshito remains unknown. A kampo formulation comprises multiple crude drugs, and absorption and metabolism of ingredients may vary depending on the combination of the constituent crude drugs. Therefore, it is important to understand the pharmacokinetics of individual ingredients when administered as rikkunshito. In this study, we conducted a pharmacokinetic study of rikkunshito in humans with a particular focus on ingredients involved in the ghrelin enhancer effect. We first conducted an exploratory pharmacokinetic study of four healthy adult volunteers to identify the typical 32 ingredients (S1 Table) detected in the plasma or urine. Next, a randomized crossover study was conducted to investigate the pharmacokinetics of eight active ingredients derived from rikkunshito, which were selected with reference to the exploratory pharmacokinetic study and its pharmacological effect, in the plasma after a single oral administration of a clinical dose of rikkunshito in 21 healthy adult volunteers. We also measured atractylodin carboxylic acid, an atractylodin metabolite pharmacologically as potent as atractylodin (S1 Fig), although it was not measured in the exploratory pharmacokinetic study. Furthermore, the pharmacokinetic parameters of each ingredient were calculated based on the results.
Methods

Chemicals and reagents
Tsumura rikkunshito extract granules for prescription (product code TJ-43, Tsumura & Co. lot numbers E24652 and H05142, Tokyo, Japan) were used for the investigational product. It was manufactured according to GMP, and adapted to factory release test. The sample of the investigational drug used in this study is retained in Tsumura & Co. 7.5 g of this herbal preparation contains 4.0 g of dried extract obtained by spray drying of a hot water extract of a mixture of eight crude drugs: 4.0 g of Atractylodis lanceae rhizoma (Compositae; atractylodes lancea rhizome), 4.0 g of Ginseng radix (Araliaceae; ginseng), 4.0 g of Pinelliae tuber (Araceae; pinellia tuber), 4.0 g of Poria (Polyporaceae; poria sclerotium), 2.0 g of Zizyphi fructus (Rhamnaceae; jujube), 2.0 g of C. unshiu pericarpium (Rutaceae; citrus unshiu peel), 1.0 g of G. radix (Leguminosae; glycyrrhiza), and 0.5 g of Zingiberis rhizoma (Zingiberaceae; ginger). The standard components contained in rikkunshito and digoxin were supplied by Tsumura & Co. Atractylodin and atractylenolide III were supplied by Tsumura & Co. and Wako Pure Chemical Industries, Ltd. (Osaka, Japan). Erythromycin was purchased from Wako Pure Chemical Industries, Ltd. (±)-Warfarin-d5 was purchased from C/D/N ISOTOPES INC. (Pointe-Claire, Quebec, Canada). Other chemicals were purchased from commercial sources.
Ethics statement
The trials were conducted at the Kochi Medical School in two periods: first trial, between April 2012 and March 2013 and the second trial, between September 2013 and May 2014, and these Table 1 . Major ingredients and their biological activities associated with ghrelin enhancer activity in rikkunshito.
Source
Major active ingredients Known pharmacology activities
Citri unshiu pericarpium Hesperetin Ghrelin secretion promoting activity [14, 15] were approved by the Ethical Committee Kochi Medical School. The trials were registered at the Japan Pharmaceutical Information Center (JAPIC; #CTI-121801 and -142522). The trials were conducted in accordance with ethical norms prescribed in the Declaration of Helsinki and good clinical practice guidelines. All subjects read and signed the informed consent form prior to entering the study.
Clinical trial design
The first trial was a nonrandomized, open-label, one-period design. The second trial was a randomized, open-label, three-arm, three-period design (Fig 1) . With respect to inclusion criteria, the studies included healthy Japanese adults between 20 and 45 years of age with a body mass index between 18 and 25 who were willing and able to comply with the study requirements. Exclusion criteria for this study included a history of significant liver, heart, or vessel disease and consumption of supplements that contained any rikkunshito ingredients or any drug within 3 days to 1 week before the first dose. Other standard exclusion criteria included relevant allergies, pregnant or nursing females, and any alcohol or nicotine use. The sample size was set as more than 15 based on the Ministry of Health, Labour and Welfare's guidelines. Subjects allocated to a screening test were randomized to one of three groups by the central allocation system (allocation ratio 1:1:1). A random sequence was generated using a computer. The safety endpoint was evaluated in all volunteers. This endpoint was defined on the basis of a physician's judgement after examination or observation that a serious adverse event had occurred. Adverse events included death, a life-threatening event, an event requiring hospitalization for treatment or an extended stay in hospital, an event resulting in permanent or temporary disability or dysfunction, an event resulting in a congenital abnormality, or any other serious medical phenomenon. With respect to side effects, no specific conditions were defined, and all adverse events for which no causal relationship with the drug could be excluded were deemed to be side effects. In each stage during the 48-h period following rikkunshito administration, the physician monitored the patient for subjective symptoms, objective findings, swelling, body temperature (axillary), blood pressure (sitting), and pulse (sitting). The physician also conducted a hematological examination to measure the patient's red blood cell, leucocyte and platelet counts, hemoglobin level, and hematocrit value. A biochemical examination was conducted to determine total protein, blood urea nitrogen, creatinine, uric acid, aspartate aminotransferase, alanine aminotransferase, total bilirubin, alkaline phosphatase, γ-glutamyltranspeptidase albumin, prothrombin time, total cholesterol, C-reactive protein, and potassium to identify any abnormalities in comparison with the subject's condition prior to administration. All participants fasted for 12 h before administration and 4 h after administration of the study drug. The subjects ate a controlled diet that did not contain rikkunshito ingredients from 3 days before the start of the study till the day of completion. In the first exploratory trial, 20-mL blood samples were collected from the cutaneous vein in the subjects' forearm via a blood sampling tube that contained heparin at 0 (preadministration), 0.5, 1, 2, 4, and 8 h after a single oral administration of rikkunshito (Lot E24652). The dose of rikkunshito used in this trial was 7.5 g/day, which is the clinical daily dose, to widely explore rikkunshito-derived ingredients that enter the blood. Along with plasma, urine samples were collected at three points: between dinner and bedtime (preadministration), between 0 and 4 h after administration, and between 4 and 8 h after administration. The blood was immediately centrifuged at 1700 ×g for 10 min to obtain plasma. Plasma and urine fractions were stored at −80°C or lower until analysis.
In the second quantitative trial, 12-mL blood samples were collected at 0 (preadministration), 0.25, 0.5, 1, 2, 3, 4, 6, 8, 10, 12, 24 , and 48 h after a single oral administration of rikkunshito (Lot H05142). A total of 3 daily doses were used in this trial, i.e., the clinical dose per administration (2.5 g) as the lowest dose, the clinical daily dose (7.5 g) as the highest dose, and an intermediate dose (5.0 g), to broadly discuss the pharmacokinetic characteristics of the ingredients measured. The trial participants were hospitalized overnight on the day they ingested rikkunshito, and returned home the following day after blood samples were collected at the 24-h time point. The participants returned to the hospital to provide blood samples at 48 h. The blood was immediately centrifuged at 1700 ×g for 15 min to obtain plasma. Plasma fractions were stored at −20°C or lower until analysis. 
Analysis of rikkunshito ingredients
Plasma, urine, and rikkunshito formulation samples were analyzed for rikkunshito ingredients concentrations using a liquid chromatography-mass spectrometry with tandem mass spectrometer assay (LC-MS/MS; API5000, Triple Quad 6500, or QTRAP5500; AB Sciex, Tokyo, Japan) or gas chromatography-mass spectrometry. Further information of analytical methods can be found at S1 Appendix.
Method validation
Validation of the procedure for analysis active ingredients was conducted with human plasma to evaluate the method with respect to specificity, recovery, intra-and inter-day reproducibility, calibration curve, stability in blood, short-and long-term stability, post-preparative stability, freeze-thaw stability, dilution integrity, matrix effect, carryover, limit of quantification, and stability in the standard solution.
Pharmacokinetics analysis
Plasma pharmacokinetic data were analyzed by noncompartmental modeling using Phoenix WinNonlin (version 6.3, Certara L.P., St. Louis, MO) to determine various pharmacokinetic constants including the maximum concentration (C max ), time to maximum concentration (t max ), apparent elimination half-life (t 1/2 ), and area under the plasma concentration-time curve from zero to last observation time (AUC 0-last ). The t 1/2 was divided by log e 2/ke, where ke is the terminal elimination (at least three data points on the descending linear limb) rate constant. The plasma concentration, C max , AUC 0-last , and t 1/2 of the target components in each group are presented as the geometric mean [95% confidence interval (CI)]. The t max data are presented as medians with range from minimum to maximum.
Evaluation of linearity of dosage-exposure relationship
The dose proportionality was analyzed via a power model [21, 22] . The model was fitted as a linear mixed-effects model that included a random subject effect (Eq 1):
where PK ij is the AUC 0-last or C max at dose i (i = 1, 2, 3) in the subjects j (j = 1, 2, . . ., n), μ is the overall mean, a j is a random subject effect that describes the individual difference for subject j and is assumed to be normally distributed around mean 0 with variance σ a 2 , Dose i is the administered dose (g) of the test drug, ε ij represents random error with mean 0 and variance σ 2 . β is a parameter to be used for dose proportionality evaluation. Inferences were made based on the theoretical β of 1 and on confidence limits of 0.8 and 1.25. Evaluation of linearity of the dosage-exposure relationship was conducted with Phoenix WinNonlin and SAS 9.2 (SAS Institute, Inc., Cary, NC).
Results
Registered subjects
Twenty one subjects were screened and enrolled for the present study. Table 2 shows demographics of the 21 subjects in each group. One and two subjects were discontinued in this study after first or second dosing since the visit schedule was not able to be adjusted. However the data from first dosing were included in the pharmacokinetic analysis. No adverse effects were observed in subjects treated with rikkunshito.
Plasma concentrations of rikkunshito ingredients
The presence of 18 of 32 ingredients tested were determined in plasma samples from four subjects after oral administration of rikkunshito (Table 3) . Among these ingredients, the plasma concentration of 18β-glycyrrhetinic acid was greatest, with C max of 58,200 pg/mL 8 h after administration. The ingredient showing the next highest C max was atractylodin at 1380 pg/ml 1 h after administration. It was followed by oleanolic acid showing 1120 pg/ml 8 h after administration. Other ingredients that were quantifiable at no lesser than two time points after rikkunshito administration were pachymic acid, liquiritin apioside, liquiritin, isoliquiritigenin, glycycoumarin, glycyrrhetinic acid 3-O-glucuronide, nobiletin, 3,3 0 ,4 0 ,5,6,7,8-heptamethoxyflavone (heptamethoxyflavone), and naringenin. For pachymic acid, 18β-glycyrrhetinic acid, atractylodin, and naringenin, some contaminating peaks were detected in plasma even before rikkunshito administration, which were thought to be derived from food; however, these peaks were found in only one of four subjects or were at lower than approximately one-half of the concentrations observed after rikkunshito administration. Enzymatic treatment of plasma samples with β-glucuronidase resulted in markedly increased concentrations of four ingredients: glycycoumarin, hesperetin, isoliquiritigenin, and naringenin compared to the respective pretreatment concentrations (Table 4 ). Unchanged glycycoumarin was detected in only one subject before enzyme treatment at low concentrations at approximately 30 pg/ml at any time point; however, the concentration increased to 2340 pg/ml at the 30-min time point after enzyme treatment. The plasma concentration of unchanged hesperetin before the enzyme treatment was below the quantification limit (BQL) at any time point. After enzymatic treatment, the concentration was in the quantifiable range in plasma samples obtained 2, 4, and 8 h after rikkunshito administration, of which the 4-h plasma showed C max of 799 pg/ml. The plasma concentration of unchanged isoliquiritigenin without enzymatic treatment was BQL in two of four subjects at all time points and was 15.3 pg/ml at the 30-min time point. After enzyme treatment, the concentration was in the quantifiable range in four subjects, and C max was 87.2 pg/ml at the 30-min time point.
Among the ingredients detected in their unchanged forms by the exploratory study in plasma samples from four subjects, eight ingredients closely involved in the efficacy and adverse effects of rikkunshito were analyzed in 21 subjects. The linear range for the assay of atractylodin, pachymic acid, heptamethoxyflavone, naringenin, nobiletin, liquiritigenin, isoliquiritigenin, and 18β-glycyrrhetinic acid were 200-20,000, 10-1,000, 4-400, 50-5,000, 4-400, 2-200, 2-200, and 800-80,000 pg/mL, respectively. The intra-assay and inter-assay precision (% coefficient of variation) of quality control samples were 14.9%. The validation items and results are summarized in S8 Table. The structures and time profiles of changes in plasma concentrations of the eight ingredients and atractylodin metabolite are shown in Figs 2 or 3. The pharmacokinetic parameters of the compounds are shown in Table 5 . 18β-glycyrrhetinic acid showed the highest C max , at a dose of 7.5 g, followed by atractylodin carboxylic acid, naringenin, liquiritigenin, heptamethoxyflavone, pachymic acid, isoliquiritigenin, and nobiletin. When the t max values of the ingredients at a dose of 7.5 g were compared, it was found that atractylodin carboxylic acid, isoliquiritigenin, nobiletin, atractylodin, and heptamethoxyflavone were all rapid-acting, with values of 1 h or shorter, while liquiritigenin, naringenin, pachymic acid, and 18β-glycyrrhetinic acid showed values exceeding 3 h. When t 1/2 values of the components at a dose of 7.5 g were compared, atractylodin carboxylic acid, atractylodin, heptamethoxyflavone, nobiletin, isoliquiritigenin, liquiritigenin, and naringenin had values < 10 h, while 18β-glycyrrhetinic acid, and pachymic acid had values exceeding 10 h. The plasma concentrations of atractylodin and pachymic acid just before the administration were BQL in all subjects, whereas peaks for other compounds (atractylodin carboxylic acid, heptamethoxyflavone, liquiritigenin, isoliquiritigenin, nobiletin, naringenin, and 18β-glycyrrhetinic acid) were detected in some subjects. The washout period of 4 weeks used in this study is sufficiently longer than five half-lives of any ingredient analyzed. Accordingly, we inferred that these ingredient peaks observed in preadministration plasma samples were food-derived rather than carry-over. 
Urinary concentrations of rikkunshito ingredients
We attempted to detect 32 ingredients in urine samples after rikkunshito administration to four subjects, and detected 21 ingredients (Table 6 ). Liquiritin showed the highest urine concentration at 7,790 ng followed by liquiritin apioside at 4,330 ng at 0-4 h postadministration. Besides, hesperetin showed the highest concentration at 5,160 ng, followed by naringenin at 2,380 ng at 4-8 h postadministration. Some ingredient peaks were found in urine samples collected before rikkunshito administration, similar to that with plasma samples. However, the concentrations were less than one-fourth of those in postadministration samples, except for narirutin, which was found only in urine samples collected before administration. Urine concentrations of [6] -gingerol, [8] -gingerol, [6] -shogaol, [8] -shogaol, glycycoumarin, hesperetin, and isoliquiritigenin markedly increased after treatment of urine with β-glucuronidase compared with those before treatment ( Table 7) . Among these ingredients, urine concentrations of [6] -gingerol, [6] -shogaol, [8] -shogaol, and hesperetin showed increases of more than 10-fold following treatment.
Contents of 16 ingredients in rikkunshito extracts
The contents of 15 ingredients in 1 g of rikkunshito were hesperidin, 3750 μg; glycyrrhizic acid, 1370 μg; narirutin, 932 μg; liquiritin, 801 μg; liquiritin apioside, 697 μg; isoliquiritin, 101 μg; isoliquiritin apioside, 85.2 μg; liquiritigenin, 79.8 μg; pachymic acid, 67.5 μg; atractylodin, 56.3 μg; heptamethoxyflavone, 23.4 μg; nobiletin, 17.4 μg; isoliquiritigenin, 9.85 μg; naringenin, 3.95 μg; and 18β-glycyrrhetinic acid, 1.84 μg. The content of naringin was not detected. atractylodin carboxylic acid for C max and atractylodin carboxylic acid and 18β-glycyrrhetinic acid for AUC 0-last were linear within the dose range of 2.5-7.5 g/day of rikkunshito. However, the 90% CI of the β value of the other parameters did not include 1, and confidence limits were out of the range of 0.8-1.25 (S9 Table) .
Discussion
To the best of our knowledge, for the first time this study revealed the presence of several active ingredients and their metabolites, known to act as ghrelin enhancers, in plasma and urine of humans who orally received rikkunshito. We also investigated changes in plasma concentration of these ingredients and analyzed linearity, based on the pharmacokinetic parameters obtained in this study. Recent basic studies have identified likely ingredients involved in various ghrelin-associated actions of rikkunshito, including hesperidin and flavonoids such as heptamethoxyflavone, in promotion of ghrelin secretion via 5-HT 2B and 5-HT 2C R antagonism [14, 23] , atractylodin in enhancement of ghrelin receptor signaling [1] , and pachymic acid in extension of the effect of active-form ghrelin via inhibition of ghrelin metabolism [17] . Another study had shown that oral administration of hesperidin, heptamethoxyflavone, and isoliquiritigenin in a cisplatin-induced anorexia model suppressed the decrease of the acylated ghrelin level in blood in a concentrationdependent manner [14] . In the present study, pharmacokinetic analysis was conducted with particular focus on the ingredients involved in the ghrelin enhancer activity of rikkunshito.
First, we constructed a simultaneous multicomponent analysis system for 32 representative ingredients of rikkunshito and analyzed their plasma concentrations after rikkunshito administration in humans; among them, 18 ingredients were detectable in human plasma. However, no ingredient was detected at a high concentration sufficient to suggest a single ingredient that can explain the pharmacological mechanism underlying the effect of rikkunshito. In particular, hesperetin (aglycone of hesperidin) and isoliquiritigenin (aglycone of isoliquiritin), which inhibit 5-HT 2B R and 5-HT 2C R and are considered to be strongly involved in the promotion of ghrelin secretion [14] , were barely present in plasma. This result indicates that the sensitivity of the analysis needs to be further increased when these ingredients are to be analyzed in future studies. In plasma and urine samples treated with β-glucuronidase, target ingredients other than hesperetin and isoliquiritigenin were detected. According to this result, it became clear that some active ingredients were mainly present in their conjugate forms in plasma.
Based on the plasma concentrations of ingredients measured in the exploratory pharmacokinetic study and their contributions to the pharmacological effect or adverse effects, target ingredients for analysis were narrowed to eight ingredients, and a randomized crossover study was conducted with these eight ingredients. As a result, the C max of atractylodin, which enhances ghrelin signaling [1] , was 1570 pg/ml after administration of 7.5 g of rikkunshito and was the highest value among eight ingredients measured, except for 18β-glycyrrhetinic acid.
Reports on pharmacokinetics of compounds structurally related to atractylodin are few. This study is the first to show the absorption of atractylodin into plasma after oral administration of rikkunshito in humans. Because t max of atractylodin is as short as 0.5 h and t 1/2 is approximately 1 h after 7.5 g rikkunshito administration, it may be involved in the orexigenic effect that occurs in the early period after rikkunshito administration. However, comparing results from in vitro experiments with ghrelin-expressing HEK293 cells [1] , the plasma concentration of atractylodin may need to be much higher to show activity. For atractylodin, we also quantified metabolite having ghrelin signal enhancement activity similar to that of the unchanged form (S1 Fig). C max of the metabolite was 5.7-31.5-fold of that of the unchanged form after administration of 7.5 g rikkunshito. Accordingly, we inferred the ghrelin signal enhancement activity of rikkunshito to be mediated by the unchanged form and the active metabolite of atractylodin in combination. Ghrelin receptors, a target of atractylodin, are localized at vagus nerve endings in gastric mucosa. We discovered that atractylodin is stable in a solution with the same pH as that in the stomach (S10 Table) . Thus, the pharmacological effect of atractylodin may be partly attributed to its direct action in the digestive tract.
Heptamethoxyflavone, nobiletin, and naringenin are polymethoxyflavones lacking sugar moieties. These flavones have the most potent 5-HT 2B R antagonistic activity among all rikkunshito ingredients [14] . The t max values of nobiletin and heptamethoxyflavone were between 15 min and 1 h. Both heptamethoxyflavone and nobiletin were then eliminated from plasma without passing through the enterohepatic circulation, and their respective t 1/2 were 1.51 and 2.37 h after 7.5 g rikkunshito administration. In contrast, changes in plasma concentration of naringenin showed bimodality, with t max of 2-3 h or 6 h and t 1/2 of 5.38 h after 7.5 g rikkunshito administration. These ingredients are similar in structure, but their t max and t 1/2 values are different. Accordingly, we speculated that these ingredients were acting successively on active sites after rikkunshito administration.
Isoliquiritigenin, a flavonoid, inhibits 5-HT 2B R and 5-HT 2C R activities [14] . The C max of isoliquiritigenin was extremely low at approximately 42.8 pg/ml after 7.5 g rikkunshito administration, and t 1/2 of the first phase was very fast; however, changes in its plasma concentration showed bimodality. Isoliquiritigenin in rikkunshito is mainly present as a glycoside, isoliquiritin. Glycosides generally become absorbable after sugar moieties are removed by enterobacteria and enter the blood circulation. Given that the t max of the first peak of isoliquiritigenin detected in plasma was fast, it was thought that the peak was derived not from glycosides but from the aglycone in rikkunshito. It is not currently clear whether the second peak is caused by enterohepatic circulation or by the timing of glycoside absorption, and the question needs further study.
Although absorption of isoliquiritigenin and hesperetin into the body was evident from the results obtained in this study, they were present as conjugate forms in the blood circulation and the concentrations of their unchanged forms were very low to explain the pharmacological effect. In general, it is considered that the pharmacological action of a compound becomes weaker after its conversion to a glycoside form. The largest amount of an ingredient contained in rikkunshito extract is a glycoside form of hesperetin, hesperidin; moreover, the combined amount of isoliquiritigenin, isoliquiritin, and isoliquiritin apioside, which are glycoside forms of isoliquiritigenin, is 196 μg in 1 g of rikkunshito. Oral administration of hesperidin or isoliquiritigenin at a dose of 4.0 mg/kg inhibits a decrease in plasma ghrelin concentration [14] and also improves decreased appetite [15] following cisplatin administration. These findings suggest the possibility that the conjugate form itself exerts the activity or that the conjugate form serves as a carrier from plasma into the target organ.
Because 5-HT 2B R is located in the mucosa of the intestinal tract, it is possible that some ingredients directly act on the receptor during absorption through the intestinal tract. However, 5-HT 2C R is localized in the central nervous system; this means that ingredients should pass through blood brain barrier (BBB) to demonstrate their pharmacological effects. In an in vitro BBB model system, hesperetin was detected on the basal side in a state of unchanged form when hesperetin glucuronide was added on the apical side [24] . Thus, it is possible that ingredient conjugates in plasma exist as active free forms in a target organ. It is difficult to confirm whether an active-form ingredient is indeed present in the human brain. However, it is essential to investigate whether active ingredients reach the brain to elucidate the mechanism of the pharmacological effects of rikkunshito. Thus, the presence of the active-form ingredients in the brain should be verified by experiments in animals or BBB model cells.
Ghrelin exerts a physiological activity as acyl ghrelin, which is metabolized by esterase in the body to des-acyl ghrelin, which lacks the activity. Therefore, inhibition of ghrelin metabolism also represents a possible therapeutic target for anorexia. Pachymic acid has been reported to inhibit butyrylcholinesterase and is thought to play a role in the orexigenic effect of rikkunshito [17] . Although the C max of pachymic acid was very low at 91.0 pg/ml following 7.5 g rikkunshito administration, its elimination was slow with a t 1/2 of 20.5 h and was characterized by two elimination phases. This ingredient is not a glycoside, but had a t max of 6 h, which was longer than the t max of other nonglycoside ingredients. Accordingly, we predicted that pachymic acid could remain in the body for a prolonged period, albeit at low concentration, and contribute to drug efficacy for a long period. It is conceivable that the plasma concentration of pachymic acid increases with continuous administration of rikkunshito.
G. radix is a constituent crude drug in several Kampo formulations and has been reported to have several pharmacological activities [25] [26] [27] . 18β-glycyrrhetinic acid, a G. radix-derived ingredient, has a t max of 8 h, which is very slow, and we speculate that the peak of 18β-glycyrrhetinic acid was derived from a glycoside form. In rare cases, G. radix triggers hypokalemia in humans [28] , and a 18β-glycyrrhetinic acid-related ingredient has been suggested as a possible cause [29] . Rikkunshito also contains glycyrrhiza; therefore, the possibility of triggering of hypokalemia by rikkunshito cannot be ignored. Although the frequency of developing adverse effect by rikkunshito is currently under investigation, the occurrence rate of hypokalemia with rikkunshito may be lower than that with another Kampo medicine, yokukansan, which contains more glycyrrhizic acid than rikkunshito and has been reported to cause hypokalemia with frequency 1.3% [30] .
To determine the pharmacokinetic characteristics of each ingredient, we evaluated the linearity between an administered dose and C max or AUC 0-last . The results suggested that these parameters did not show linearity for the ingredients except atractylodin, atractylodin carboxylic acid, and 18β-glycyrrhetinic acid. This observation may be accounted for by the high variation between subjects for almost all ingredients. Possible reasons for this variation are that many of the ingredients were metabolized by enterobacteria during absorption and that some ingredients underwent conjugation reactions by metabolic enzymes in the intestinal tract. Another possible reason is that plasma concentrations for most ingredients analyzed in this study were near the lower limits of their quantifiable ranges.
Given that a Kampo formulation is a multi-component drug, its effect is expressed as a complex combination of pharmacological and pharmacokinetic properties of individual ingredients metabolized and absorbed into the body at different rates. Multiple ingredients of rikkunshito were also absorbed into the body and showed various profiles in plasma (S11 Table) . The results of this study do not support the notion that the pharmacological effect of rikkunshito is mediated by a single ingredient, but suggest that the effect is mediated by multiple ingredients acting successively on a target molecule. Rikkunshito contains several ingredients with analogous structures, such as those containing the flavonoid skeleton. These similar ingredients are highly likely to produce the same compound as a metabolite, and for this reason, it may be difficult to explain the drug action based on their contents in the formulation.
Conclusion
For the first time, we measured plasma concentrations of active ingredients after rikkunshito administration and calculated their pharmacokinetic parameters. Although ingredients that potentially mediate the activity of rikkunshito were detected in plasma, no ingredient that could independently explain the activity was detected. The effect of rikkunshito is suggested to be exerted through a synergistic action of various ingredients and local direct action in the stomach. The results obtained in this study will be very useful for elucidating the mechanism of action of rikkunshito and also provide beneficial information to medical personnel who use rikkunshito in clinical settings. 
